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PREFACE 


The  purpose  of  this  manual  is  to  introduce  state  and  local 
staff  to  the  concept  of  EPSDT  and  preventive  medicine.  It 
is  designed  to  serve  as  a  resource  manual  for  trainers  and 
supervisors  of  health  and  social  service  employees  involved 
in  the  delivery  of  EPSDT  services.     The  manual  provides 
background  information  concerning  EPSDT,  and  not  complete 
explanations  of  all  issues  pertaining  to  the  program.  It 
is  hoped  the  manual  can  be  used  as  a  model  and  adapted  to 
fit  individual  program  needs. 

We  are  interested  in  your  comments  and  suggestions  which  can 
assist  us  in  improving  this  manual. 
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WHAT  IS  EPSDT? 
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DEFINITIONS 

SCREENING 

THE  USE  OF  QUICK  AND  SIMPLE  PROCEDURES  CARRIED  OUT 
AMONG  LARGE  NUMBERS  OF  PEOPLE  BY  HEALTH  PROFESSIONALS 
TO  SORT  OUT  APPARENTLY  HEALTHY  PERSONS  FROM  THOSE  WHO 
ARE  LIKELY  TO  HAVE  A  DISEASE  OR  ABNORMALITY. 

EARLY 

AS  EARLY  AS  POSSIBLE  IN  THE  CHILD'S  LIFE. 
PERIODIC 

AT  APPROPRIATE  INTERVALS  ESTABLISHED  FOR  SCREENING  BY 
HEALTH  CARE  EXPERTS . 

DIAGNOSIS 

A  SERIES  OF  EXAMINATIONS  AND  TESTS  ADMINISTERED  AND 
INTERPRETED  BY  A  PHYSICIAN  IN  ORDER  TO  DETERMINE  THE 
NATURE  OR  CAUSE  OF  DISEASE  OR  ABNORMALITY. 

TREATMENT 

THE  USE  OF  MEDICAL  SERVICES,    THERAPY,  CORRECTIVE 
DEVICES  OR  DRUGS  AND  MEDICINES  TO  CONTROL,  MINIMIZE, 
ALLEVIATE,    REMEDY,    CORRECT,   OR  CURE  A  DISEASE  OR 
ABNORMALITY. 
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TITLE  XIX  OF  THE  SOCIAL  SECURITY  ACT  REQUIRES  THAT: 

" (B)    EFFECTIVE  JULY  1,    1969,   SUCH  EARLY  AND  PERIODIC 
SCREENING  AND  DIAGNOSIS  OF   INDIVIDUALS  WHO  ARE  ELIGIBLE 
UNDER  THE  PLAN  AND  ARE  UNDER  THE  AGE  OF  21  TO  ASCERTAIN 
THEIR  PHYSICAL  OR  MENTAL  DEFECTS,   AND  SUCH  HEALTH  CARE, 
TREATMENT,   AND  OTHER  MEASURES  TO  CORRECT  OR  AMELIORATE 
DEFECTS  AND  CHRONIC  CONDITIONS  DISCOVERED  THEREBY,  AS 
MAY  BE  PROVIDED  IN  REGULATIONS  OF  THE  SECRETARY." 
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GOALS  OF  EPSDT:     The  early  detection  and  treatment  of  health 
problems  in  Medicaid  eligible  children. 

LONG  RANGE  OBJECTIVES   OF  AN  EFFECTIVE  EPSDT  PROGRAM: 

1.  Assist  in  identifying  a  rational  health  care  network 
capable  of  providing  necessary  screening,  diagnosis 
and  treatment  services. 

2.  Establish  a  continuous  relationship  between  the  child 
and  a  central  source  of  health  care. 

3.  Educate  the  child  and  parent  to  the  benefits  of  con- 
tinuity of  care  and  the  value  of  preventive  as  opposed 
to  strictly  episodic  use  of  health  services. 

4 .  Discourage  the  uncoordinated  use  of  multiple  sources 
of  care  and  the  overutilization  of  the  hospital  emer- 
gency room. 

5.  Reduce  health  care  costs  over  the  long  run  by  improving 
the  health  of  children. 

6.  Help  ensure  that  children  from  low  income  families  will 
have  every  opportunity  for  useful  and  full  lives. 
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EPSDT  PROGRAM  REQU] RE ME NTS  AND 
RECOMMENDATIONS 

The  provisions  of  the  EPSDT  requirements  can  be  divided 
into  three  major  program  areas: 

1.  INFORMING 

2.  SCREENING  ARRANGEMENTS 

3.  DIAGNOSIS  AND  TREATMENT  ARRANGEMENTS 

A  description  of  the  general  program  requirements  for 
each  area  and  how  each  must  be  implemented  in  order  to 
avoid  imposition  of  the  penalty  is  provided  below.  In 
addition,  optional  items  are  included  which  are  recom- 
mended to  the  states  for  which  Federal  Financial 
Participation  is  available. 
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INFORMING 

EPSDT  Requirements 

States  must  identify  and  inform  families  of  individuals  eligible  for 
EPSDT  of  the  following: 

1.  What  services  are  available   (including  screening 

examinations  and  treatment  available) 

2 .  Where  services  can  be  obtained 

3 .  How  services  can  be  obtained 

Families  must  be  informed: 

1.  At  least  once  annually  or  during  any  period  of  eligi- 

bility if  less  than  one  year 

2 .  In  writing   (pamphlets  or  brochures  and  other  written 

materials) 

3.  By  other  methods  if  written  materials  are  inappropriate 
Further  Recommendations 

Federal  matching  funds  are  available  to  states  publicising  the  EPSDT 
program  through  the  following  methods: 

1.  Using  mass  media 

2.  Enlisting  the  support  of  local  community  agencies  and 

organizations 

3.  Explaining  program  at  certification  and  recertif ication 

4 .  Establishing  personal  contact  with  parents  through 

social  service  or  public  health  staff  who  are  familiar 
wj  th  the  program 

Materials  used  by  the  state  should  help  parents  to: 

1.  Understand  importance  of  preventive  health  services 

and  early  diagnosis  and  treatment 

2 .  Overcome  fears  of  health  care  system 

3.  Utilize  health  services  for  preventive  rather  than 

only  episodic  or  emergency  care 


CHF 


-7- 


SCREENING  ARRANGEMENTS 
EPSDT  Requirements 

States  must  make  arrangements  for  early  and  periodic  screening  to 
ascertain  physical  and  mental  defects.     This  includes: 

1.  Define   (in  writing)   what  is  included  in  the  state 
screening  package   (specify  examinations  to  be  given 
to  each  child  and  periodicity  schedule  for  re- 
examinations) 

2.  Identify  public  and  private  health  resources  for 
screening 

3.  Establish  agreements  with  screening  providers 
statewide  to  make  maximum  use  of  existing  resources. 
Communicate  screening  package  content  to  screening 
providers . 

4 .  Provide  transportation  where  necessary 

5.  Inform  eligible  families  of  names  and  locations  of 
screening  providers  and  of  available  transportation 

6.  Assist  recipients  requesting  services  in  obtaining 
those  services    (e.g.,   transportation,   child  care, 
and  provider  availability) 

Further  Recommendations 


1.  Screening  should  be  performed  under  the  supervision 
or  with  the  consultation  of  a  physician,  dentist, 
or  other  health  care  specialist.     Nurses,  trained 
health  aides,   lab  technicians,  and  trained  volun- 
teers can  perform  screening  procedures. 

2.  Screening  should  include  the  following: 

a.  physical  and  developmental  history 

b.  assessment  of  physical  growth 

c.  developmental  assessment 

d.  unclothed  physical  inspection 

e.  ear,  nose,  mouth  and  throat  inspection  (including 
teeth  and  gums ) 

f.  tests  for  cardiac  abnormalities 

g.  "         "  anemia 

h.  "     sickle  cell  anemia 
i«  "         "     lead  poisoning 
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j .  tests  for  TB 

k.  "         "  diabetes 

1.  11     urinary  tract  infections 

m.  assessment  of  nutritional  status 

n.  assessment  of  immunization  status 

3.  Other  screening  tests  should  also  be  considered.  Such 
factors  as  the  clients'   age,   sex,  health  history,  etc., 
will  determine  other  appropriate  tests  to  be  included 
in  the  screening  package . 

4.  Guidelines  and  additional  recommendations  for  screen- 
ing programs  may  be  found  in  the  HEW  Guide  to  Screening , 
EPSDT,  Medicaid,   and  the  HEW  Guide  to  Dental  Care , 
EPSDT,  Medicaid. 
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DIAGNOSIS  AND  TREATMENT  ARRANGEMENTS 
EPSDT  Requirement 

States  must  develop  administrative  mechanisms  to 
needing  diagnosis  or  treatment  can  receive  these 
must : 

1.  Establish  referral  procedures  to  diagnosis  and 
treatment  providers 

2.  Provide  diagnostic  services  for  conditions  uncovered 
during  screening  process 

3.  Provide  treatment  within  amount,  duration  and  scope 
of  state  plan  and,  in  addition,  if  not  included  in 
state  plan,  provide: 

eyeglasses 
hearing  aids 

other  treatment  for  visual  and  hearing  defects 
dental  services  (limited) 

4.  Identify  public  and  private  health  resources  for  diag- 
nostic and  treatment  services 

5.  Establish  agreements  with  providers  of  diagnosis  and 
treatment  services  statewide  to  make  maximum  use  of 
existing  resources 

6.  Provide  transportation  where  necessary 

7.  Inform  eligible  families  of  names  and  locations  of 
providers  and  available  transportation 

8.  Make  arrangements  with  diagnosis  and  treatment  provi- 
ders to  provide  services  normally  within  60  days  of  a 
screen.     This  includes: 

— establishment  of  referral  procedures 

— provision  of  diagnosis  for  all  conditions 

— provision  for  treatment  within  limits  of  state 

plan  except  eyes,  hearing,  and  dental,  which  are 

mandatory 

— establishment  of  agreements  statewide 

9.  Assist  recipients  needing  diagnosis  and  treatmert  in 
obtaining  those  services   (e.g.,  transportation,  child 
care,  and  provider  availability) 


assure  that  children 
services.     The  state 
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Further  Recommendations 


1.  Referral  should  be  made  without  delay. 

2.  Procedures  should  be  established  to  facilitate  reporting  of 
findings  and  referrals. 

3.  Every  individual  found  to  have  a  possible  health  problem  shou 
be  referred  for  diagnosis  and  followed  up  to  ensure  that  the 
family  seeks  any  necessary  treatment. 

4.  Treatment  need  not  be  limited  to  the  amount,  duration,  and 
scope  of  services  in  the  state  plan. 

5.  The  minimum  dental  services  that   must  be  provided  include: 

emergency  services,  preventive  services  and  therapeutic 
services  for  conditions  which,   if  left  untreated,  may 
become  acute  dental  problems  or  cause  irreversible  damage. 
Additional  therapeutic  services  for  dental  disease  other 
than  the  minimum  required  services  should  be  provided  as 
rapidly  as  the  availability  of  resources  permits. 

6.  Follow-up  should  be  performed  at  the  local  level  to  assure 
that  children  in  need  of  care  have  access  to  services. 
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WHY  WAS  EPSDT  ENACTED? 
In  1966  President  Johnson  urged  Congress  to  expand  preventive 
health  care  services  for  children.     The  following  statistics  were 
cited  indicating  the  limited  availability  of  health  care  services 
to  the  poor : 

—  1965-66  physician  visits: 

families  under  $3,000  —  children  under  5  —  4.4  visits 

—  children  5-14         —  1.5 
families  over  $10,000  —  children  under  5  —  7.2 

—  children  5-14         —  3.5 

—  Children  in  nonwhite  households  had  fewer  visits  to 
physicians  than  whites  at  same  income  level. 

—  Rates  of  hospitalization  were  as  high  or  higher  than  were 
those  for  higher  income  levels .     The  cause  may  be  inadequate 
preventive  care . 

EPSDT  was  enacted  to  provide  preventive  health  care  and  treatment 
to  children  from  low-income  families. 

Additional  Studies  have  indicated: 

— Between  20  and  40%  of  children  in  low-income  families  suffer 
from  one  or  more  chronic  conditions 

— Only  40%  of  those  conditions  were  under  treatment 

— 97%  of  all  children  require  some  dental  care  before  age  6 

— Only  40%  of  children  in  low-income  families  have 
ever  seen  a  dentist  before  age  17 

— 10%  of  all  children  between  the  ages  of  6  and  11  have 
vision  problems 

— Only  40%  of  children  in  low-income  families  between 
ages  of  6  to  11  have  corrected  vision  handicaps 
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In  a  study  of  18  year-olds  rejected  by  Selective  Services  in  1965: 

— 15.2%  were  rejected  because  of  chronic  handicapping 
conditions 

— 33%  of  these  conditions  could  have  been  prevented  or 
corrected  if  found  before  the  individual  reached  age  9 

— 6  2%  of  those  conditions  could  have  been  prevented  or 
corrected  if  found  before  the  individual  reached  age  15 
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EXTENT  OF  DISEASE  AND  USE  OF  HEALTH  SERVICES 

Although  there  has  been  some  decline  in  the  relationship 
between  poverty  and  ill  health,  higher  rates  of  disease  and 
mortality  still  persist  among  those  with  very  low  incomes  and 
in  the  least  skilled  occupations.     Regular  surveys  of  a 
national  sample  conducted  by  the  United  States  Public  Health 
Service,  as  well  as  more  intensive  studies  of  smaller  areas, 
continue  to  show  higher  mortality  rates  among  the  poor  (espe- 
cially prenatal  and  infant  mortality) ,  and  higher  prevalence 
of  certain  infectious  diseases  such  as  tuberculosis  and  venereal 
diseases,  and  of  chronic  diseases  resulting  in  limitation  of 
activity.     Much  greater  prevalence  of  untreated  dental  conditions 
and  higher  rates  of  visual  and  orthopedic  impairments  also  occur 
among  this  sector  of  the  population.     At  each  income  level,  non- 
white  rates  are  substantially  higher  than  those  for  the  white 
population. 

Consistent  differences  in  the  extent  and  kinds  of  personal 
health  services  utilized  by  the  poor  and  members  of  minority 
groups ,  plus  the  fact  that  many  of  the  conditions  more  commonly 
found  among  these  sectors  of  the  population  are  amenable  to 
treatment,  clearly  indicate  that  less  adequate  medical  care  plays 
a  significant  role  . 

In  spite  of  t he  greater  prevalence  of  disease  among  the 
poor,  almost  all  surveys  show  lower  utilization  of  preventive 
and  ambulatory  he£ 1th  services  by  this  group.  Physicians' 
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visits,  for  example,  are  lower  at  each  age  level  among  the 
poor,   and  most  significantly  among  those  at  the  youngest  ages. 
The  National  Health  Survey  for  1965-1966  shows  that  children 
under  five  years  of  age  in  households  with  income  below  $3,000 
made  an  average  of  4.4  visits  to  a  physician  per  year,  while 
those  in  households  with  $10,000  or  more  annual  incomes  made 
7.2  visits  per  year.     Among  the  f ive-to-fourteen-year  olds, 
the  figures  are  1.5  and  3.5  respectively. 

Children  in  nonwhite  households  had  substantially  fewer 
visits  at  the  same  income  levels.     The  proportion  of  these 
visits  for  preventive  health  services  was  substantially  lower 
for  those  at  the  lowest  income  level  than  among  households  with 
higher  incomes.     Nor  are  persons  from  poor  households  as  likely 
to  see  a  specialist  as  those  with  higher  incomes. 

Another  important  difference  is  the  site  of  care.  A 
National  Health  Survey  in  1966-67  indicated  that  almost  14 
percent  of  the  physician-visits  among  the  low-income  households 
were  at  hospital  clinics  or  emergency  rooms,  compared  with  6 
percent  of  the  visits  of  those  with  $10,000  or  more.  Eight 
percent  of  all  physician-visits  by  white  patients  were  clinic 
visits  compared  to  26  percent  of  those  of  nonwhites.  Associated 
with  this  utilization  pattern  is  a  substantially  lower  propor- 
tion of  telephone  contacts  among  the  poor  households . 

In  contrast  with  the  lower  utilization  rates  of  ambulatory 
services,  low-income  households  are  "over-represented"  among 
hospital  patients.     Their  rates  of  hospitalization  are  as  high 
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or  higher  than  those  of  higher  income  levels,   and  their  length 
of  stay  longer,  on  the  average.     This  may  be  a  reflection  of 
failure  to  receive  treatment  at  earlier  stages  of  disease  and 
disease  and  disability. 


From:     David  Mechanic,  Medical  Sociology   (New  York:  The  Free 
Press,  1968),  pp.  244-252  and  263-265;  Monroe  Lerner, 
"Social  Differences  in  Physical  Health,"  in  John  Kosa, 
Aaron  Antonovsky,  and  Irving  Kenneth  Zola,  eds.,  Poverty 
and  Health   (Cambridge,  Mass.:  Harvard  University  Press, 
1969),  pp.  71-110;  William  C.  Richardson,  "Poverty,  Ill- 
ness, and  Use  of  Health  Services  in  the  United  States," 
Hospitals  43   (July  1,   1969),  pp.  35-40. 
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SPEECII,    VISION  AND  DENTAL  PROBLEMS 

For  children  6  to  11  years  of  age,  during  the  years  1963-65,  one  child 
out  of  12  had  some  type  of  speech  defect;  one  out  of  nine  had  defec- 

i  I  7c     v  J  a  )  <  ,i,  fr<  .  f     >■!,]  I'Ticn  t  '  .     14     yen  *  c    i  ,t    a'fc  ,     >  .(ic    >  li  i  I  -1    t  ,i  i  I     i  .  r  4 

had  never  been  to  a  deatist. 

Poor  children  have  greater  unmet  dental  needs  than  children  in  more 
affluent  families,  as  shown  in  the  following  table. 

Table  1 


Average  Number  of  Filled  and 
Decayed  Teeth  per  Child  6-11 
Years  of  Age  by  Family  Income: 
U.S.,  1963-1965 


Number 
of  teeth 

4- 

3- 


1- 
0- 


jT]    Decayed,  Untreated 


i 


Under  $"37  0  0  0-  $5,000 
$3,000       4,999  6,999 

Chart  48-Table  39 


Filled 


$7,0U0- 
9,999 


X 

in 

¥- 

510 

,  uuu- 

14,000 

and  over 


Annual 
-family 
income 


Profiles  on  Children; 

White  House  Conference  on  Children  and  Youth, 
Washington,   D.C. ,  1970 
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RESULTS  OF  PREVENTIVE  J1EALTH  MEASURES 


Si 


n 

R 
I 
■ 

■ 


As  the  result  of 
preventive  health 
easures,  such  as 
immunization  and 
improved  sanitation, 
he  incidence  of  many 
iseases  associated  with 
childhood  has  generally 
ec lined. 


Reported  Cases  of  Diphtheria, 
Measles,  Pertussis  and  Poliomyelitis 
U.S.,  1959-1968 


■ 

■ 

■ 

i 


eaths  from  these 
diseases  have  also 
eclined . 


Diphtheria   (00' s) 


Pertussis  (10,000's) 
>ping  cough) 

Measles  (1000,000* 
'elit  is 
(000' 


1959  60  61  62 
Chart  35  -  Table  41 


Deaths  From  Diphtheria,  Measles, 
Poliomyelitis  and  Pertussis:  U.S.,  1958-1967 


1950  59  60  61 
Chart  36  -  Table  42 
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SERVICES  AMD  FU 


( . 


EXPENDITURES 
-  BY  SERVICES 


70%<^ 

Institutional 
Services 


> 


30%< 


Non-  • 

Institutional 

Services 


Inpatient 
»32%  Hospital 


*18%  Intermediate  Care 
Facilities 


20% Skilled  Nursing 
Facilities 


10%  Physicians' Services 

3%  Dental  Services 
7%   Prescribed  Drugs 

7%   Outpatient  Service 
4%  Other  Services 


UNITED  STATES  DEPARTMENT  OF  HEALTH.  EDUCATION.  AND  WELFARE  ■  Social  and  Rehabilitation  Service    ■  Office  of  Public  Affain. 


Source:  NCSS  Report  B-1  (1974  Summary)  ,  Percentages  do  not  add  to  100  because  of  rounding. 


November  1975 


PATIENTS  AL\3B  DOLLARS 


MEDICAID  EXPENDITURES  BY 

PATIENTS  PATIENT  GROUPS 


UNITED  STATES  DEPARTMENT  OF  HEALTH.  EDUCATION.  AND  WELFARE  ■   Social  and  Rehabilitation  Service    ■     Otlice  ol  Public  AHairs 


November  1975 . 


Report  B-4  FY  1973 


Source  NCSS  Data 
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BRIEF  HISTORY  OF  FEDERAL  HEALTH  PROGRAMS 

1921  This  was  the  first  federal  program  to  provide  grants- 

Sheppard-       in-aid  to  the  states  for  the  care  of  mothers  and  children. 
Towner  Act 

The  purpose  was  to  "promote  the  welfare  and  hygiene  of 
maternity  and  infancy."     States  set  up  well-child 
conferences . 

19  35  Title  V  of  the  Social  Security  Act  mandated  grants 

Title  V  to  the  states  to  promote  the  health  of  mothers  and 

children  through  the  Maternal  and  Child  Health  Act  and 

Crippled  Children's  Service. 

Federal  funds  were  given  to  the  states  to  develop 

Maternal  and  Child  Health  Services  which  would  provide 

health  services  within  state  health  departments  to 

crippled  children. 
1963-68  Between  1963  and  1968,  Title  V  programs  were  expanded 

Title  V  to  include  federal  grants  for  local  level  projects  for 

maternal  and  infant  care   (MIC  -  196  3) ,  children  and 

youth  (C&Y  -  1965) ,  and  dental  care  and  intensive  infant 

care   (1968) . 

1965  Title  XIXf  known  as  Medicaid,  was  introduced  by  the 

Title  XIX      government  to  provide  medical  care  to  welfare  families 
whose  income  and  resources  could  not  meet  the  costs  of 
necessary  medical  services.     States  could  also  provide 
services  to  the  medically  needy  who  were  not  on  welfare, 
as  well  as  to  any  child  under  21  who,  because  of  low 
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income,  was  deprived  of  medical  assistance.  Title  XIX, 
or  Medicaid,  was  also  a  state  program. 

Within  general  federal  guidelines,   states  could: 
a)   select  the  kind  and  amount  of  services  they  wished 
to  provide;  b)   determine  who  was  eligible  for  assis- 
tance; c)   dictate  the  standards  of  health  care  that 
providers  must  follow;  and  d)   set  the  levels  for 
reimbursement. 

Medicaid  and  EPSDT  radically  changed  the  way  in 
which  federal  money  was  allocated.     Federal  funds  for 
the  early  child  health  care  programs  were  administered 
by  the  Children's  Bureau.     At  the  local  level  these 
funds  were  distributed  directly  to  state  and  local 
health  departments.     Medicaid,  however,  quickly  over- 
took the  Title  V  programs  in  expenditures  for  health 
care  services.     As  a  federally  funded  but  state  admin- 
istered program,  the  state  and  state  welfare  agency 
(in  all  but  six  cases)   assumed  responsibility  for 
spending  the  largest  amount  of  health  care  funds  pri- 
marily on  a  third  party  reimbursement  basis. 


IV 
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WHAT  IS  SCREENING? 

Some  of  the  basic  ideas  concerning  screening  are: 

1.  It  is  not  simply  an  extension  of  episodic  care.  Episodic 
care  is  what  most  people  use  most  of  the  time .     A  person 
sees  a  doctor  when  he  or  she  is  ill.     Some  people  see 
the  doctor  for  health  check-ups,  but  usually  any  pre- 
ventive care  is  received  while  the  doctor  is  examining 
the  patient  for  an  existing  illness.     In  contrast,  screen- 
ing is  preventive  well-person  care.     An  individual  goes 
for  screening  periodically  according  to  a  pre-arranged 
schedule.     We  use  the  word  "client,"  rather  than  "patient," 
to  indicate  that  the  visit  does  not  occur  because  of 
illness . 

2.  In  EPSDT,   the  client  will  be  examined  for  a  specific 
number  of  illnesses,  abnormal  conditions  or  potentially 
handicapping  conditions  for  which  he  or  she  may  be  a  risk. 

a.  Screening  tests  for  diseases  or  conditions  that 
may  have  serious  effects,  such  as  contagious 
diseases  or  those  that  handicap  a  person. 

b.  Screening  tests  for  those  diseases  that  can  be 
identified  early  and  then  treated.     The  important 
point  is  that  the  EPSDT  screening  package  is  for 
detecting  those  illnesses  that  can  be  treated  if 
they  are  caught  at  an  early  stage . 
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c.     Screening  tests  for  diseases  or  conditions  for 

which  children  are  at  risk.     That  is,   there  should 
be  some  chance  that  the  child  may  actually  have  the 
disease  or  can  get  it.     An  example  is  screening  for 
lead  poisoning,  in  cities  or  areas  where  children 
might  be  ingesting  lead-based  paints  or  have  lead 
pipes  for  water.     Another  example  is  screening  for 
intestinal  parasites  in  hot,  humid  climates  but  not 
in  the  northern,  cooler  areas  of  the  country. 

3.  The  EPSDT  screening  package  consists  of  a  medical  ex- 
amination plus  other  services.     A  health  history  is 
taken.     There  is  screening  for  dental  problems,  sight, 
hearing,  tuberculine  sensitivity,  bacteriuria,  anemia, 
sickle  cell  diseases,   lead  poisoning,   and  to  determine 
the  individual's  immunization  status.     A  physical  exami- 
nation is  done  by  a  nurse  or  doctor.     A  developmental 

test  is  given  to  children  under  six  years  of  age.  Finally, 
and  very  importantly,  the  parent  is  informed  and  health 
education  is  provided. 

4.  Screening  uses  technology  developed  in  the  1950' s  and 
1960's.     This  technology  provides  rapid  and  inexpensive 
tests  for  detecting  conditions  that  may  lead  to  illness 
or  handicapping  conditions.     Examples  are:     Pap  smear, 
Tine  test,  dip  stick  urine  test,  and  the  audiometer. 
Screening  applies  relatively  new  knowledge  about  child 
growth  and  development.     Underlying  the  concept  of 
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developmental  screening  is  an  assumption  about  the 
way  human  beings  grow.     It  is  assumed   (1)    that  we 
have  a  biological  clock  which  governs  the  pace  of 
growth  toward  mature  behavior  and  (2)   that  norms  can 
be  set  for  each  stage  of  our  growth.     Each  child  can 
be  compared  at  a  given  age  to  these  norms . 

Another  important  idea  is  the  approach  to  intelligence. 
We  no  longer  view  intelligence  as  fixed  and  unchanging 
from  birth  or  conception.  We  now  realize  that  a  child 
may  be  slowed  down  because  of  environmental  or  psycho- 
logical deprivation.  If  we  can  detect  when  a  child  is 
not  progressing  normally,  we  can  intervene  and  help 
that  child  reach  his  or  her  potential. 

Of  the  standardized  developmental  screening  tests,  the 
Denver  Developmental  Screening  Test  is  most  frequently 
used  in  EPSDT.     It  is  designed  to  detect  developmental 
delays  in  children  from  birth  through  6  years  old. 
The  test  yields  an  overall  developmental  profile. 
Special  emphasis  is  on  gross  motor,  language,   fine  motor, 
adaptive  and  personal  social  skills. 

5.     Screening  uses  new  types  of  skilled  manpower:     the  labo- 
ratory technicians,   the  pediatric  nurse,  other  nursing 
specialists,  the  nurse's  aide.     Volunteers  or  other 
intelligent,  but  unskilled  persons  can  be  easily  trained 
to  help  in  the  screening  process.     Screening  can  be 
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efficiently  done  by  a  team.     The  physician  may  super- 
vise the  team,  but  his  or  her  expensive  time  is  not 
required  for  the  entire  screening  process.     The  screen- 
ing will  usually  take  45  minutes  or  longer  for  all  the 
components  to  be  performed. 

An  "early  case  finding"  program  like  EPSDT  requires  the 
use  of  an  automated  data  processing  system  since  large 
numbers  are  involved  which  can  make  record  keeping  a 
burden.     Screening  involves  large  numbers  because: 

a.  it  is  humanitarian  to  reach  all  children  who 
are  at  risk; 

b.  once  the  facilities  are  set  up,  the  cost  per 
unit  is  lowered  by  screening  large  numbers. 

The  automated  data  processing  system  can  do  clerical 
work  such  as  notifying  the  family  of  the  service,  send- 
ing out  letters  to  inform  clients,  reporting  no-show 
appointments,  and  printing  lists  for  case  management. 

The  automated  data  processing  system  may  also  be  used 
for  keeping  track  of  clients  when  care  is  f ractionalize 
For  example,  in  EPSDT  a  client  may  receive  assistance 
and  services  from  many  different  sources.  Different 
people  are  responsible  for  each  phase  of  the  program. 
The  child  must  be  contacted,  perhaps  assisted  with 
transportation,  screened  at  one  site,  referred  for 
diagnosis  and  treatment  to  another  physician,  and 
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assisted  in  follow-up.     A  central  point  is  needed  to 
compile  all  this  information. 

7.     Screening  is  expected  to  be  cost  effective.     This  means 
that  the  cost  of  screening  should  be  lower  than  the  con- 
sequent costs  of  not  screening.     There  is  some  evidence 
that  in  the  short  run,  even  in  a  few  years,  children  in 
EPSDT  need  fewer  visits  to  the  doctor  and  the  hospital. 
Over  the  long  run,  it  seems  obvious  that  we  should  prevent 
illness  in  children  rather  than  care  for  them  later  as 
disabled  adults.     The  initial  added  expense  of  screening 
should  pay  off  in  very  practical  terms. 

Numerous  costs  and  benefits  may  be  calculated  for  a  program 

such  as  EPSDT,  but  for  the  program  to  be  worthwhile  the  benefits 

must  outweigh  the  costs.     Some  costs  of  current  diseases  versus 

* 

possible  benefits  of  an  EPSDT  program  are: 

—  3.5  million  to  immunize  against  rubella  compared  to 
$140  million  annually  for  treatment 

—  17  cents  per  diphtheria  immunization  compared  to 
$1,500  for  treatment  per  patient 

—  400,000  to  600,000  children  annually  are  found  to  have 
lead  poisoning,  contributing  to  the  500  million  costs 

of  rehabilitating  the  mentally  ill  and  mentally  retarded. 

Screening  is  not  diagnosis.     In  the  screening  process,  tests  are 
used  and,  as  in  any  testing  results,  there  is  a  normal  range  and  an 
abnormal  range.     For  example,  in  testing  urine  samples  for  bacter- 
iuria  or  urinary  tract  infections  in  girls,  bacteria  counts  above 

*Addison,  Saul  and  Donald  Zappone.     A  Resource  Guide  for  Training 
Paraprofessionals  in  the  Recruitment  of  Patients  for  Program.  HEW, 
August  19  75. 
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10,000  bacertia/ml  would  be  considered  abnormal  and  referred  for 
diagnosis.     Below  that  count  would  be  in  a  normal  range.     The  ab- 
normals  are  called  positive  and  normals,  negative.     If  the  doctor's 
diagnosis  later  shows  a  referral  to  be  actually  normal  rather  than 
abnormal,   it  is  a  false  positive.     A  false  negative  is  when  a  sick 
person  shows  up  in  the  normal  range  of  the  test,  which  sometimes 
happens.     In  screening,  we  try  to  reduce  the  number  of  false  posi- 
tives and  catch  all  the  false  negatives. 
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CONTENTS  OF  SCREENING  PACKAGE 


1.  HEALTH  HISTORY 

2.  PHYSICAL  GROWTH    (WEIGHT  AND  HEIGHT) 

3 .  DEVELOPMENTAL 

4.  NUTRITION  AND  HEALTH  EDUCATION  FOR  THE  MOTHER 

5.  VISION  AND  HEARING  TESTS 

6.  BLOOD  TEST    (ANEMIA,    SICKLE  CELL,   AND  LEAD  TESTS) 

7.  URINE  TEST    (BACTERIURIA ,  DIABETES) 

8.  TUBERCULIN  SENSITIVITY 

9.  EAR,   NOSE,   MOUTH  &  DENTAL  INSPECTION 
10.  UNCLOTHED  PHYSICAL 

11-  IMMUNIZATIONS 
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SCREENING  FOR: 


PURPOSE 


INTERVIEW 

Medical  history 
Physical  examination 


to  discover  those  diseases  and 
health  problems  for  which  no 
standard  screening  test  has  been 
developed,   including  evidence  of 
child  abuse  and/or  neglect 


IMMUNIZATION  STATUS 


Diphtheria 
Tetanus 

Whooping  Cough  (Pertussis) 
Polio 

Measles  (Rubeola) 
German  Measles  (Rubella) 
Mumps 


to  ensure  that  every  child  is 
protected  from  preventable 
diseases  at  the  earliest  possible 
age 


DENTAL  DISEASE  TREATMENT 


since  it  can  be  predicted  that 
almost  all  children  will  need 
definitive  dental  diagnostic 
procedures  and  treatment,  the 
purpose  of  dental  screening  is: 
to  assure  access  to  dental  care, 
to  establish  a  permanent  dental 
record  and  to  periodically  refer 
child  back  to  dentist  for  evalua- 
tion and  treatment 


EYE  PROBLEMS 


HEARING 


GROWTH  ASSESSMENT 


to  detect  potentially  blinding 
diseases  and  visual  impairments 
which  will  interfere  with  the 
development  and  education  of  the 
child 

to  identify  children  who  have  re- 
duced hearing  sufficient  to  inter 
fere  with  their  social  and  educa- 
tional contacts  and  responses 

to  help  detect  diseases  or  condi- 
tions which  interfere  with  normal 
growth  (for  example,  undernutri- 
tion or  neglect) 
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SC RE EN TNG  FOR : 


PU  IMPOSE 


DEVELOPMENT 


TUBERCULIN  SENS [TIVITY 


BACTERIURIA 


ANEMIA 


to  identify  children  who  have 
significant  deviations  in 
psychological , neurological , 
emotional,  or  physical 
development . 

to  prevent  disease  due  to  in- 
fection with  tuberculosis. 
Unless  infected  children  are 
treated,   some  of  them  will 
develop  tuberculosis,  usually 
months  or  years  after  initial 
infection-     The  number  of  TB 
cases  is  approximately  six 
times  higher  among  non-whites 
than  among  whites 

to  identify  individuals  who 
have  urinary  tract  infections 
but  no  symptoms    (more  common 
in  females  than  males) .  Un- 
detected urinary  tract  infec- 
tions can  lead  to  permanent 
kidney  damage. 

to  identify  and  revise  the  nu- 
tritional practices  which  can 
lead  to  iron-deficiency  anemia 
and  other  forms  of  chronic 
anemia 


INCREASED  LEAD 
ABSORPTION 

SICKLE  CELL  DISEASE 


SICKLE  CELL  TRAIT 


From: 


to  prevent  disability  and 
death  from  lead  poisoning 

to  prevent  severe  and  life- 
threatening  complications 
in  persons  with  this  disease 

to  offer  parents  and  prospec- 
tive parents  information  and 
understanding  which  they  may 
need  to  make  informed  decisions 
about  reproduction. 

A  Self-Instructional  Module  for  EPSDT,  Office  of  Extramural 
Health  Programs , Harvard  School  of  Public  Health,  under  contract 

SRS  47-P-05360/1-01,  Social  and  Rehabilitation  Service,  RegionI, 
U.S.  Dept.  of  Health, Education,  and  Welfare,  June  1975 
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IT  REALLY   IS  EPS   D  AND  T 

If  a  screening  shows  that  a  child's  test  results  are  in  the 
abnormal  range,   the  child  must  be  referred  to  a  physician  for 
diagnosis.     The  physician  uses  his  or  her  skill  and  knowledge  to 
determine  if  the  child  has  the  disease  or  condition.  Additional 
tests  and  more  sophisticated  and  expensive  tests  are  used  by  the 
physician.     If  it  is  a  true  positive,   the  physician  treats  the 
child  or  refers  the  child  for  treatment. 

Screening  is  use  Less  if  it  does  not  refer  a  child  requiring 
further  care  to  a  doctor  in  the  community.     If  a  child  already  has 
a  family  physician,  screening  results  should  be  sent  to  his  or  her 
doctor . 

One  of  the  problems  of  health  care  today  is  a  lack  of  continuity 
of  care.     Care  is  often  provided  by  many  different  sources:  medical 
specialists,  hospitals,  emergency  rooms.     The  EPSDT  program  should 
discourage  the  uncoordinated  use  of  multiple  sources  of  care  by 
establishing  a  provider  network  for  screening  and  diagnosis  and 
treatment. 
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Referrals  from  Screening 

Through  the  end  of  the  second  quarter  FY  19  7  5   (December  30, 

1974),   2.2  million  children   (17%)   had  been  screened  out  of  an 

estimated  13  million  eligible. 

The  general  pattern  of  findings  is  as  follows: 
%  referred   (all  conditions  and  ages)  47% 


ages  0-5  38% 

6-20  52% 

%  referred  by  condition  (all  ages) 

for  dental  problems  25% 

for  vision  problems  10% 

for  hearing  problems  3% 


Data  from  the  Minnesota  Department  of  Health 

Data  from  2400  screenings,   1974-75.     Children  were  0-5. 

Almost  half  of  all  children  screened  were  referred  for 
one  or  multiple  problems  detected  during  screening.     The  lowest 
figure  for  a  county  was  23%. 

#  of  referrals     %  of  all  referrals 


Physical  assessment 

339 

27 

Immunizations 

227 

18 

Hearing 

149 

12 

Urinary 

80 

6 

Hematocrit  (31-33%) 

80 

6 

Vision 

75 

6 

DDST  (Denver) 

59 

5 

Dental 

56 

4 
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Single  and  Multiple  Referrals 

Referrals  Total  #  Referred       %  of  screened 

Any  referral  913  47 

Multiple  referral  only  342  18 

No  referral  1038  53 

Comparisons:  Title  XIX  and  non-Title  XIX  children  screened 
Screenings:     31%  of  all  children  screened  were  Title  XIX 

69%  of  all  children  screened  were  non-Title  XIX 
Referrals:       49%  of  all  children  referred  were  Title  XIX 

81%  of  all  Title  XIX  children  screened  were  referred 
34%  of  all  non-Title  XIX  children  screened  were  referred 
Children  naming  an  "own  physician":     82%  all  children 

79%  Title  XIX  children 
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22.610  " 
74,89l" 
 3^739 _ 

Rhode  Island 
Vermont 

48,512 
19,406 

2.398 
1,175 

5 
6 

_  J»  5 
NA 

1 

  12 

NA 

.5 

IT.  19 

NA 

.« 

1 

NA 

4/ 

169 

NA 

6^371 
3,669 

REGION  Si 

New  Jnsey  ?/ 
Ne«  York 
Kfiio  Rico 

3.334,836 
489,507 
1.519.855 
1,299,825 

216,975 
14,21 t 

126,856 
74,255 

7 
"  3 
8 
6 

6,309 
441 

5,270 
573 

3 
3 
4 
.8 

1,646 
207 

1,090 
333 

.8 

i 

.9 
.4 

14,017 
862 
8,645 
4,297 

6 
6 

7 
6 

1,191 

64 
1,122 
5 

.1 
•  S 

107,541 
3,  709" 
44,717 
58,896 

325^598 
21,211 

211,829 
89.255 

Virgin  Islands 

25,649 

1,603 

6 

25 

2 

16 

1 

213 

13 

NA 

- 

719 

3.303 

REGION  III 
Delaware 

1,271.272 
31,773 

157,414 
5,270 

12 

16" 

J0.433 
46 

7 

.9 

4,876 
4 

3 

4/ 

24,581 
360 

16 

7 

 258. 

1 

4/ 

95,39/ 

538 

311,286 
15,080  " 

r«7oif.oi. 

136.280 

7,561 

6 

 J53 

10 

388 

5  " 

959 

13 

314 

4 

5,118 

 11,685_ 

M  .17  land 

300,701 

10,890 

4 

184 

2 

115 

1 

489 

4 

5 

4/ 

2,909 

 33,400 

Pf  nnfjjrlvania 
Virginia 

551,814 
.178.737 

91,517 
30.4  50 

17  " 
17 

6,935 
964 

8 
3 

2,824 
434 

3" 
1 

16, 151 
.  2.612 

18 
9 

392 

'25 

.4 
4/ 

66^727 
7.868 

97,361 
120.601 

•  •■at  Viiejnia 

72.467 

 M,  7  74 

16  \ 

 1,551 

13_ 

1.1 11 

9  ' 

4,010 

34 

21 

.2 

12,237 

33,159 

ntr  IftkJ  IV 

H  t  viun  i  w 

1,915,432 

324  ,  801 

17 

30,265 

9 

_7j659 

2 

.135,961 

42 

._Aa07P_ 

.4 

297,413 

 888,973 

Alabama 

"  170,047 

30,520 

18 

1,666 

5 

1,003 

3  ' 

23,922 

78 

6 

4/ 

36.195 

105,J15 

Florida 

399,580 

82,921 

21 

6,148 

2,153_ 

3  

_ 32, 386 

39 

NA 

- 

79,680 

184.027 



378,310 

2i,779 

6 

 NA__  _ 

- 

NA  _ 

- 

NA_ 

.  23 

.1 

NA 

56.762 

Kentucky 

208,  399 

20,196 

10 

1,728 

9 

899 

4 

5,996. 

30 

81 

.4 

17.003 

14  5.594 

Mississippi 

197,032 

3  6  "818^ 

19 

 4^268 

1.2 

 691. 

2 

22,447 

61 

1 

4/ 

52.499 

114,533 

North  Carolina 

214,500 

43,  805  " 

20 

1.930 

4 

_i,Q50 

2 

6,056 

14 

 739 

1.7 

23.696 

61.970 

S^urh  Carolina 

143,628 

30^138^ 

21 

3,461 

LI 

591 

2 

1VJ79 

49 

5 

4/ 

32^265 

100,8^6 

Tennessee 

"203,936 

58,624^ 

29 

11.064 

I? 

1.272 

2 

30.375 

52 

215 

.4 

56,075 

119.526 

id crind  w 

2,383,925 

223.810 

9 

20,794, 

L2_ 

6,177 

3 

43,175, 

24 

5,037 

3 

141,624 

474,282 

FlImoMi^  V 

""  752,799 

42^632 

6 

NA 

KA 

- 

NA 

_ 

NA 

KA 

62,682 

Indiana  2/ 

180,038 

MA 

NA 

NA 

- 

NA 

- 

NA 

NA 

- 

NA 

NA 

Michigan 

689.005 

124.270 

18 

16,714 

n 

4.770 

4 

. 38.118 

31 

3.772 

3 

107,626 

324. frit 

Minnesota 

118, 287 

L  jL759 

8 

407 

4 

231. 

2 

1  1,564 

16 

6 

3 

 4.520 

 31.036 

Ohio 

'  506,695 

33^221 

7 

 U634_ 

5 

_59.1_ 

2 

,  3.014. 

91 

1,04: 

10^962 

Vuronjin 

137.101 

13.878 

10 

2.039 

15 

595 

4 

3 

217 

2 

18.516 

18.032 

REGION  VI 
Arkansas 

906,077 
103,527 

264j_717 
24,510 

_29_  

24 

_32.406 
 1.492 

*2 

6_ 

.7,673 

...  ^8L 

J_. 
1  

90.996 
6 .  2b  2 

34 
26 

.2.73JL 
 1 

1  _ 
4/ 

 21.7  J>58_ 

15,046  J 

 593.787_ 

 54.659__ 

Louisiana 

245,978 

75,656 V 

31 

.6.692 

9_ 

.1.864.. 

2 

16.283 

22 

 66 

40.793 

193,  <•  24 

New  Mrs ico 
<5k!af.o'm*  " 
leaaa 

59,246 
102,714 
394  ,*6 1 2 

13,900 
32,403 
1 18,248 

23  

32  

_30  

1.819 
8.175 
.14,228. 

13 
25 

12_. 

_  734 
.431 

_Oi7_ 

1,406 
180 
644 

326 

5  7 
1 

_4_  _ 

.  _4„423 
5.-56 
•i'i . ; 

32_~ 

29 

ii_ 

 725 

 JQ 

_U914 

1 

2 

11,369 
22,9i6 
127,334  " 

13,o.j4 
118,264 
214.276 

REGION  VII 

Kansaa 

Missouri 

481,050 
75,312 
86,122 

280,693 

83,243 
21,264 
20,806 
32,974 

17..  _ 
28 

24  

12 

3,327 
477 

1,217 
839 

4 
2 

6. 
3 

2 

.a 

3  

1 

6,573 
1,387 
3,505 
1,026 

8 
7 
17 
3 

25 
4 

.4 

_.  "17 

4/ 

4/ 
4/ 

23,679 
4,857 
9,814 
5^672 

184,458 

"_  _  "70,067 
"3S,029 
57,53^ 

N»l."ra»«a 

38,923 

 8,199 

21 

794 

10 

256 

3 

655 

8 

NA 

- 

3.336 

1<?,808 

KrOlUN  Till 

197.848 

50,218 

25 

6,406 

13 

852 

2 

14,498 

29 

 7. 

4/ 

34,209 

93,403 

Colorado 

104,000 

35,3  30 

34 

_A.384 

12 

558 

2 

_  9,313 

26 

 7_ 

32,766 

65.845 

Montana 

21,117 

3,335 

18 

222 

6 

62 

2 

 2,777 

.72  . 

HA 

- 

. 3.661 

9.608 

North  I'alcota 

12.808 

5,020 

39 

l7564 

31 

124 

2 

2,056 

4_L 

 NA  . 

- 

5.158 

8.404 

South  Dakota 

23.660 

2,285 

10 

'  100 

4 

39 

2 

148 

6 

NA 

594 

2.726 

Utah 

29,604 

-3,521 

12 

113 

3 

46 

1  

176 

5 

NA 

- 

807 

5.552 

1  vornir.g 

6.659" 

227  1 

3 

23 

10 

23 

.0 

28 

12 

NA 

- 

223 

1.068 

OFrinii  iv 

K  tulun  ■  A 

1,588,879 

28,827 

2 

986 

J 

604 

2 

3,599 

1.2 

12 

- 

11.573 

61.585 

American  Samoa 

 KA 

NA 

NA 

NA 

NA_ 

NA 

NA. 

NA 

- 

NA 

NA 

Arizona 

No  Progr 

0 

CalTfornia 

1,524,007 

19,326 



663 

i 

311 

2 

2.401 

12. 

12 

7.679 

32.156 

Guaia 

NA 

NA 

NA 

NA 

NA. 

NA 

NA 

NA 

NA 

NA 

HaTan 

51.462 

5,356 

To 

244 

5~ 

273 

5 

763 

14 

NA 

2,750 

17J381 

Nc.ada 

Trull  Tcrrirorv 

13,410 
HA 

4^145 

NA 

31  

^9 

NA 

2 ... 

^8 

NA 

HA 

435 
NA 

10 
11A 

NA 
NA 

•  lL144 
NA 

12^348 
NA 

REGION  X 

Alaska 
Idaho  _ 

Taihii.f  ion 

291,680 
15,860 
24,440 
107.380 
144.000 

62,804 
4,113 
6,945 
30,425 
21  .321 

22 
26 
28 
28 
15" 

_ 6,997 
646 
460 
4,992 
899 

LI 

L6 

i  1 

4  i 

3,654 
490 
255 

1,917 
997 

6 
2 

4" 
6 
5 

13,977 
1 ,519 
1,657 
9,422 
1,379 

22 
37 
24 
31 
6 

67 

NA 

38 
20 
9 

.1 

~« 
.] 
4/ 

_  _  57,934 
3,059 
2,977 
"  41,438 
"  10,460 

109.102 
8,204 
16,211 
42,415 
42.277 

-  ■*»  •«*  la-t.-i  lioMM*  • 
*LP  -  Lead  Poisoning 
KA    -  Not  Available 

a 

1/  -  State  statistics  submitted  to  National  Center  for  Social  Statistics  except  2/. 

2/  -  Edited  by  SRS. 

3/  -  "Annualized"  #  derived  by  multiplying  a  monthly  figure  by  1.3  to  account  for  the  "off  and  on"  factor. 

4/  -  Less  than  .11. 


5/    -  X  reflects  those  States  reporting  screenings  and  referrals. 
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WHAT  ARE  THE  SPECIAL  PROBLEMS   IN  EPSDT? 

Some  of  the  special  problems  in  EPSDT  are: 

1.  Organizational  Problems: 

a.  Although  EPSDT  is  a  health  program,   in  most  states 
welfare  is  responsible  for  its  administration. 
Keith  Weikel,  the  Commissioner  of  SRS  has  stated: 
"The  EPSDT  legislation  dramatically  changed  the 
character  of  the  Medicaid  program.     In  the  past, 
Medicaid  was  simply  responsible  for  paying  bills 
for  medical  services  requested  by  our  recipients." 

b.  Although  EPSDT  is  a  state  program,   in  some  states 
the  counties  are  responsible  for  determining  details 
of  the  program. 

c.  State  legislatures  have  been  reluctant  to  increase 
welfare  expenditures. 

d.  Record  keeping  and  case  management  requires  new 
methods  of  organization  and  cooperation  between 
groups  responsible  for  different  areas  of  EPSDT. 

2.  The  program  requires  the  existence  of  a  provider  network 
capable  of  serving  the  state ' s  needs  for  screening, 
diagnosis,  and  treatment  services. 

3.  Most  people  are  not  oriented  towards  using  preventive  health 
care . 
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4.  The  attitudes  of  the  poor  toward  health  and  illness  may 
differ  from  those  of  more  prosperous  families.  Mothers 
on  welfare  who  have  children  eligible  for  EPSDT  may: 

a.  be  less  aware  of  the  need  to  prevent  disabling 
conditions  such  as  lead  poisoning,   anemia,  hearing 
and  vision  problems; 

b.  feel  it  is  unnecessary  to  take  apparently  well 
children  for  an  examination; 

c.  be  less  knowledgeable  about  medical  facilities  and 
the  behavior  of  doctors  and  nurses.     They  may  be 
confused  and  not  understand  what  is  happening  in 
those  settings ;  and 

d.  may  feel  embarrassed  about  accepting  the  clinic 
services.     For  example,  a  Wisconsin  survey  of 
AFDC  mothers  showed  that  half  of  the  mothers  were 
embarrassed  to  take  their  children  to  the  clinic 
for  services  because  they  felt  the  community  was 
hostile  or  indifferent  to  them.     These  feelings 
could  cause  mothers  to  neglect  EPSDT  and  fail  to 
request  these  services. 
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LOW-INCOME  OUTLOOK  ON  LIFE 

Currently,  in  our  national  concern  for  the  alleviation  of  poverty 
and  economic  dependency,  the  need  to  know  and  understand  what  life  looks 
like  from  the  bottom  of  society  is  a  crucial  one.  We  can  induce  meaningful 
change  only  if  we  understand  the  situation  where  we  intend  it  to  occur.  It 
is  unlikely,  for  example,  that  we  can  change  or  reduce  rates  of  dependency 
and  poverty  without  knowing  what  the  conditions  of  dependence  and  depri- 
vation mean  to  people  caught  up  in  them.   Nor  can  we  bring  any  class  of 
people  into  a  different  relationship  to  society  without  knowing  the  quality 
of  the  existing  situation. 

As  yet,  knowledge  of  this  sort  is  fugitive  and  tenuous.   Much  needed 
research  has  yet  to  be  designed.   There  are  gaps  and  flaws  in  the  exploratory 
research  which  has  been  done.   The  findings  on  hand  are  suggestive  rather 
then  definitive.   There  is  enough  known,  however,  to  warrant  inventory  and 
judicious  application.    It  behooves  us  to  systematize  and  use  such  knowledge 
as  we  do  have.   In  the  long  run,  such  a  step  will  serve  to  refine  and  increase 
it. 

This  paper  summarized  available  findings,  largely  from  studies  in  the 
United  States,  bearing  on  the  approach  to  life  of  the  poor,  the  people  at 
the  bottom  of  society's  economic  ladder.    It  will  discuss  the  connection 
between  the  condition  of  poverty,  the  views  of  man  and  society  which  arise 

there,  and  the  apparent  effect  of  those  views  on  the  lower  class  version  of 
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American  goals  and  values. 

In  our  society,  a  continuously  low  income  is  directly  associated  with 
certain  life  situations.    Poorer,  more  crowded  living  quarters,  reduced 
access  to  education  and  recreation,  occupational  restriction  to  simpler, 
manual  types  of  work — these  and  similar  characteristics  of  the  very  poor 
are  sufficiently  obvious  to  need  no  underlining.   The  result  of  these  circum- 
stances is  a  set  of  life  conditions  which  is  not  so  obvious.  They  consist  of 
four  general  limitations:    (1)  comparative  simplification  of  the  experience 
world,  (2)  powerlessness ,  (3)  deprivation,  and  [H)  insecurity.  These 
limitations  are,  of  cour  se,  relative.   Indeed,  they  can  be  discerned  only 
because  of  the  different  extent  of  their  existence  at  the  several  levels  of 
society . 

1 .   Limited  alternatives:    The  poor,  of  all  the  strata  in  society,  have  the 
slightest  opportunity  to  experience  variaties  of  social  and  cultural  settings. 
Their  own  setting  is  one  of  the  least  intricacy  and  flexibility.  Throughout 
life,  they  experience  a  very  narrow  range  of  situations  and  demands.  Their 
repetoire  of  social  roles  is  limited.   They  seldom  participate  in  any  activity 
which  takes  them  out  of  the  daily  routine.   They  rarely  play  roles  of  leader- 
ship, or  fill  any  position  calling  for  specialized  functioning.   On  their  jobs 
they  confront  less  complex  situations  and  have  fewer,  less  diverse  standards 
to  meet.   Socially,  they  seldom  go  beyond  the  borders  of  kinship  and  neigh- 
borhood groups — people  very  like  themselves. 
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2.  Helplessness:    The  position  of  the  poor  vis-a-vis  society  and  its 
institutions  is  one  of  impotence.   They  have  practically  no  bargaining  power 
in  the  working  world.   Unskillsd  and  uneducated,  they  are  the  most  easily 
replaced  workers.   The  skills  they  do  have  are  minimal,  of  little  importance 
in  productive  processes.  On  the  job  itself,  the  very  poor  man  can  exercise 
little  autonomy  and  has  small  opportunity  to  influence  conditions  of  work. 
He  is  close  to  helpless  even  to  acquire  information  and  training  which  would 
change  this  situation.   He  has  neither  the  knowledge  nor  the  means  to  get  it. 

3.  Deprivation:    It  is  reasonable  to  suspect  that  this  general  con- 
dition almost  universally  associated  with  poverty  is  felt  with  particular 
intensity  in  American  society.   Deprivation  is,  after  all,  relative.  When 
it  is  defined  as  lack  of  resources,  relative  to  felt  wants  and  needs,  it  is 
evident  that  America  has  one  of  the  greatest  gaps  between  generally  accepted 
goals  and  the  extent  to  which  the  lower  class  can  realistically  expect  to 
attain  them.  As  a  nation,  we  stress,  perhaps  inordinately,  the  value  and 
virtue  of  high  attainment.  We  expect  and  applaud  efforts  at  self-improvement 
and  upward  social  mobility.   Commercial  advertising  attempts  to  stimulate 
and  increase  desire  for  status  achievement.   The  richness  of  life  in  the  rest 
of  society  is  well  displayed — on  television,  in  newspapers,  on  billboards, 

in  store  windows,  on  the  very  streets  themselves.  All  this,  plus  awareness 
that  some  people  have  actually  succeeded  in  the  strenuous  upward  move, 
makes  the  condition  of  the  unachieving  poor  one  of  unremitting  deprivation. 
Their  relative  deprivation  is,  perhaps,  the  condition  which  more  than  any- 
thing else  affects  the  life-view  of  the  poor.  Constant  awareness  of  their  own 
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abject  status  and  the  "failure"  which  it  rightly  or  wrongly  implies  under- 
standably leads  to  embarrassed  withdrawal  and  isolation. 

H.   Insecurity:    People  of  low  income  are  more  at  the  mercy  of  life's 
unpredictability  than  are  the  more  affluent.   Sickness,  injury,  losss  of  work, 
legal  problems — arrange  of  hazzardous  possibilities — may  overwhelm  anyone. 
But  to  the  poor  man  they  are  especially  fearful.   His  resources  are  more 
sparse.   His  savings,  if  any,  are  quickly  expended  in  any  sizable  emergency. 
Certain  conditions  of  his  life  make  emergencies  more  likely.   His  work  skills 
are  more  expendable,  sometimes  more  dependent  on  seasonal  demands.   He  is 
more  likely  to  lose  his  job  on  short  notice.  An  emergency  expenditure  of 
funds  may  mean  the  postponing  of  rent  payments  and  the  fear  of  eviction.  He 
is  unable  to  secure  for  himself  and  his  family  the  regular,  preventive  health 
measures  which  would  fend  off  medical  emergencies.   He  often  finds  that  he 
cannot  successfully  navigate  the  channels  involved  in  using  public  sources 
of  emergency  help,  such  as  clinics  and  legal  aid  agencies. 

Low  Income  View  of  Man  and  Society 

Constant,  fruitless  struggle  with  these  conditions  is  likely  to  pro- 
duce estrangement — from  society,  from  other  individuals,  even  from  oneself. 
The  wholeness  of  life  which  most  of  us  experience — the  conjunction  of 
values,  knowledge,  and  behavior  which  gives  life  unit  and  meaning — is  less 
often  felt  by  the  poor.  They  see  life  rather  as  unpatterned  and  unpredictable, 
a  congeries  of  events  in  which  they  have  no  part  and  over  which  they  have 


CHF 


-47- 

no  control . 

Conceptualized  as  "alienation",  this  view  of  life  is  repeatedly  found 
associated  with  lower  social  and  economic  status.   It  is  multi faceted — despair 
cati  be  generated  and  felt  in  many  ways.   Generally,  however,  it  seems  to 
have  four  different  forms  of  expression.   The  alienation  of  the  poor  is 
graphically  seen  in  their  feelings  of:    (1)  powerlessness ,  (2)  meaning  less- 
ness,  (3)  anomia,  and  {H)  isolation. 

1.  Powerlessness:   The  objective  condition  of  helplessness  in  relation 
to  the  larger  social  order  leads  naturally  to  the  conviction  that  one  cannot 
control  it.   The  poor  are  widely  convinced  that  individuals  cannot  influence 
the  workings  of  society.   Furthermore,  they  doubt  the  possibility  of  being 
able  to  influence  their  own  lives.   Correspondingly,  they  are  likely  to 
voice  such  pessimistic  views  as  "A  body  just  can't  take  nothing  for  granted; 
you  just  have  to  live  from  day  to  day  and  hope  the  suq  will  shine  tomorrow.  " 

2.  Meaninglessness:    Powerlessness,  the  feeling  of  being  used  for 
purposes  not  one's  own,  usually  is  accompanied  by  conviction  of  meaning lessness . 
The  alien  conditions  in  which  an  individual  may  be  caught  up  tend  to  be  un- 
intelligible.  He  does  not  grasp  the  structure  of  the  world  in  which  he  lives, 
cannot  understand  his  place  in  it,  and  never  knows  what  to  expect  from  it. 
Oriented,  by  need,  to  the  present,  he  is  relatively  insensitive  to  sequences 

in  time.   He  often  does  not  understand  the  continuity  of  past  experience  and 

current  ones.  And,  not  only  does  the  poor  man  feel  unable  to  control  future 
events,  he  cannot  even  predict  them. 
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3.  Anomia:    The  term  "anoniie"  was  originally  coined  to  describe 
situations  in  which  social  standards  have  been  broken  down  or  have  no 
influence  upon  behavior .    It  has  subsequently  been  pointed  out  that  this 
normless  condition  is  a  probable  result  of  the  failure  of  prescribed  be- 
havior to  lead  one  to  expected  goals.   The  view  of  individuals  caught  in 
such  a  discrepant  situation  is  likely  to  be  cynical,  perhaps  fatalistic. 
For  example,  the  poor  man  who  is  taught  in  many  ways  that  economic 
success  is  the  most  desireable  thing  in  life — and  then  is  barred  from  legitimate 
means  of  achieving  it--may  come  to  expect  that  illegal  behavior  is  necessary 

to  reach  approved  goals.    The  situation,  moreover,  induces  people  to 
believe  in  luck.   The  poor  are  in  no  position  to  comprehend  the  whole  of 
society's  structure  and  operation  or  to  understand  its  dysfunctions.  Since 
they  also  have  little  control  over  it,  its  impact  on  them  is  frequently  for- 
tuitous.   Understandably,  they  are  quick  to  credit  their  difficulties  to 
fortune  and  chance. 

4.  Isolation:    More  than  any  other  segment  of  society,  the  very  lowest 
economic  stratum  is  soc  ially  isolated.   The  poor  man  not  only  fails  to  compre- 
hend society  or  his  community,  he  is  out  of  touch  with  it.   He  reads  fewer 
newspapers,  hears  fewer  news  programs,  joins  fewer  organizations,  and 
knows  less  of  the  current  life  of  either  the  community  or  the  larger  world 
than  more  prosperous,  better  educated  people  do.    Nor  do  the  poor  associate 
among  themselves  more  than  minimally.    Experiencing  separation  from 
society  and  each  other,  it  is  natural  for  them  to  feel  alone  and  detached. 

And  feeling  no  identity,  even  with  each  other,  they  veiw  the  world  as  in- 
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different  and  distant--"No  one  is  going  to  care  much  what  happens  to  you 
when  you  get  right  down  to  it." 

Coals  and  Values 

What  are  the  aims  of  life  in  such  circumstances?   In  a  situation  of 
relative  helplessness,  knowing  themselves  worse  off  than  the  rest  of  society, 

« 

living  on  the  edge  of  chronic  emergencies,  and  seeing  their  own  circumstances 
as  formless  and  unpredictable,  how  do  the  poor  shape  their  lives?  What  values 
do  they  hold?  What  goals  do  they  seek?   Essentially,  they  seek  and  value 
the  same  things  as  other  Americans.   Naturally  enough,  since  they  are 
American  poor,  they  absorb  characteristic  American  values  and  preferences. 
And,  just  as  naturally,  the  realities  of  low  economic  status  are  visible 
in  the  lower  class  version  of  American  dreams  and  designs.   The  result  is 
a  constricted  but  recognizable  variant  of  society-wide  goals  and  standards. 

Increased  sophistication  of  research  on  lower  income  and  deprived 
groups  is  correcting  a  long-held  impression  that  the  poor  place  no  value 
on  occupational  and  educational  achievement.  While  the  poor  do  have  a  more 
modest  absolute  standard  of  achievement  than  do  those  who  are  better  off, 
they  want  relatively  more  improvement  in  their  condition.  They  value  the 
same  material  comforts  and  luxuries.   Psychologically,  they  seek  the  secur- 
ities that  appeal  to  other  Americans.  They  hold,  with  little  qualification, 
to  the  same  properties  of  social  conduct. 
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Interest  in  improving  one's  status,  however,  seems  to  have  different 
sources  at  different  social  levels.   To  the  middle-class  youth,  the  idea  of 
having  a  better  job  than  his  father  is  appealing,  sometimes  absorbing.  Such 
achievement  is  attractive  in  itself.   A  lower-class  younster  has  more  urgent, 
material  reasons  for  wanting  an  improved  future.   His  present  is  painfully 
unsatisfactory.   His  urge  toward  better,  stabler  occupations  is  not  so  much 
drive  for  achievement  as  flight  from  discomfort  and  deprivation.   It  is  prob- 
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ably  stronger  for  that  difference. 

Real ity--expenscs  of  education  and  training,  lack  of  resources — 
usually  keeps  less  well-off  high  school  students  from  aspiring  to  the  highest 
level  professions.   But,  more  than  their  middle-class  fellow,  lower-class 
high  school  students  want  better  jobs  than  their  fathers.   They  are  more 
likely  to  value  increased  income.   In  significantly  greater  numbers,  they  are 
unwilling  to  enter  the  same  occupations  as  their  fathers. 

Although  they  may  not  expect  to  achieve  it,  most  low-income  people 
value  advanced  education.    It  has  been  found  that  up  to  65  percent  of  parents 
will  say  they  want  a  college  education  for  their  children. 

Materially,  the  lower  class  are  not  satisfied  with  poor  housing  or 
living  conditions.   High  on  their  list  of  desirable  improvements  are  better 
housing  and  neighborhoods.   Inside  their  homes,  they  value  the  same  things 
as  the  general  run  of  Americans — comfortable  and  durable  furniture,  a  tele- 
vision set,  an  array  of  electrical  appliances,  and,  to  give  life  grace  as  well 
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as  comfort,  a  few  ornaments  and  art  objects.   Tastes  in  style  are  definitly 
American—modern  furniture,  colored  telephones,  pole  lamps,  systematic 
color  schemes.    It  sometimes  happens  as  in  more  affluent  circumstances, 
that  materialistic  values  win  out  over  real  human  needs.   Parents  stint  on 
children's  clothing  to  save  money  for  a  car.   Older  children  are  pressed 
too  early  into  adult  responsibilities  because  both  parents  are  working  away 
from  the  home.  A  woman  postpones  an  operation  for  herself  because  the 
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family  must  have  a  car  or  a  radio. 

In  common  with  other  Americans,  the  lower  class  enjoys  excitement 
and  values  the  opportunity  to  escape  routines  and  pressures  of  day-to-day 
existence.   Spectator  sports,  television,  visiting — all  are  valued  leisure-time 
pursuits . 

Probably  the  most  basic  value  held  by  the  poor  is  that  of  security. 
Even  more  than  "getting  ahead"  they  value  "getting  by",  avoiding  the 
worsening  of  an  already  unstable  situation.  They  are  unwilling  to  take 
risks,  and  seek  security  rather  than  advancement — also  a  frequent  pattern  in 
economically  better-off  segments  of  the  population. 

The  moral  code  of  the  very  lowest  class  is  a  moot  subject.   It  has  been 
said  that  they  have  an  entirely  separate  set  of  moral  and  ethical  values. 
They  have  also  been  described  as  subscribing  so  fully  to  the  general  American 
code  that  they  are  frustrated  by  it.  The  most  realistic  conception  seems 
to  be  that  which  credits  them  with  an  adapted  version  of  society's  rules  of 
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behavior.   They  value  stable  marriages,  perhaps  even  more  highly  than  do 
middle-class  Americans.   They  do  not,  however,  reject  out  of  hand  other 
forms  of  sex  partnership.  A  sliding  scale  seems  to  exist,  whereon  a  good 
common-law  marriage  is  valued  less  than  legal  union,  but  more  than  a  tran- 
sient arrangement.    Illegitimacy  is  not  devalued  to  the  extent  that  it  is  else- 
where.  Legitimate  families  are  the  ideal,  but  there  is  also  some  merit  ascribed 
to  the  parent  who  acknowledges  and  supports  children  born  out  of  wedlock. 

Life  Themes 

The  anomally  of  life  at  the  poverty  line  is  evident.   When  people  live 
in  conditions  of  such  obvious  helplessness,  when  they  are  themselves  so 
aware  of  their  condition  as  to  feel  alienated  and  apart  from  society,  how 
can  they  retain,  much  less  implement,  the  values  of  that  society? 

The  apparent  answer  is  reinterpretation.   Paths  to  achievement ,  to 
security,  to  any  goal--the  very  quality  of  the  goal  itself — are  refracted  by 
the  lower  class  view  of  life.  They  are  interpreted  in  the  light  of  what  the 
poor  man  considers  to  be  facts  about  life.  The  helplessness  which  he  feels, 
the  insecurity  he  experiences,  the  meaning lessness  of  life — all  have  their 
effect  upon  the  way  he  lives  and  behaves. 

There  are  four  distinctive  themes  peculiar  to  lower  class  behavior, 
all  apparently  the  result  of  a  deprived,  alienated  condition;  fatalism,  orien- 
tation to  the  present,  authoritarism,  and  concreteness . 
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The  genuine  powerlessness  experineced  by  the  lower  class  is  the 
source  of  persistent  fatalistic  beliefs.   The  natural  counterpart  of  feeling 
helpless  is  belief  in  uncontrollable  external  forces.   The  attitude  is  remin- 
iscent of  belief  in  fate.   People  cannot  avoid  what  is  going  to  happen  to 
them.    Resignation  is  the  most  realistic  approach  to  life.   Even  when  optim 
ism  is  expressed,  it  is  likely  to  be  in  terms  of  the  working  of  chance — "A 
poor  person  should  never  give  up  hope;  there's  always  a  chance  that  a 
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lucky  break  will  put  him  on  top".   This  attitude  acts  as  a  definite  brake 
on  occupational  and  educational  aspirations,  and  retards  health  care. 
In  various  other  ways  fatalism  minimizes  efforts  to  cope  with  deprevation 
and  its  consequences. 

Hand  in  hand  with  fatalism  goes  a  persistent  tendency  to  think  in 
terms  of  the  present  rather  than  in  the  future.   It  is,  after  all,  fruitless 
to  pay  attention  to  the  distant  future  or  try  to  plan  life  when  fortune  and 
chance  are  considered  its  basic  elements.  Also,  when  so  much  of  one's  re- 
sources must  be  expended  simply  to  survive  the  present,  little  is  left  over 
for  the  future.   Results  of  this  ad  hoc  orientation  are  pervasive.   It  handicaps 
people  for  the  planning  required  in  systematic  economic  improvement.  It 
works  against  the  frugality  and  rainy-day  planning  which  could  offset 
economic  dependency.   In  the  home,  it  results  in  child-training  in  terms  of 
immediate  reward  and  punishment.   Children  quickly  evince  their  own  present 
time  thinking.  This  low  concern  for  future  goals  has  been  shown  to  be  re- 
lated to  low  academic  achievement — and  the  cycle  continues. 


The  authoritarian  theme  is  a  strong  underlying  factor  in  interpersonal 
relationships  of  the  poor.  Generally  defined,  it  is  the  embodiment  of  belief, 
more  prevalent  in  the  lower  classes  than  elsewhere,  in  the  validity  of 
strength  as  the  source  of  authority,  and  in  the  Tightness  of  existing 
systems.   It  seems  to  arise  from  simplification  of  life  experiences,  in  which 
one  learns  to  prefer  simple  solutions  to  problems,  and  from  constant  sub- 
ordination of  the  poor.  Authoritarianism  is  incarnate  in  the  habit  of  clas- 
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sifying  people  as  other  "weak"  or  "stong"  in  belief  that  deviance  or  dis- 
obedience should  be  severely  punished  and  in  reliance  on  authority,  rather 
than  reason,  as  the  proper  source  of  decisions.   It  has  traceable  effects  on 
family  relations,  child  rearing  patterns,  and  relation  to  community  in- 
stitutions— schools,  clinics,  the  police,  welfare  agencies,  even  to  churces. 

Concreteness,  stress  on  material  rather  than  intellectual  things,  is 
a  believeable  but  little  discussed  theme  of  lower  class  life.   It  is  natural  to 
people  preoccupied  by  material  problems.   It  shows  itself  in  verbal  patterns, 
in  distrust  of  intellectualism,  and  in  occupational  values. 

The  concrete  verbal  style  of  the  poor  has  been  well-documented.  It 
is  characterized  by  less  abstraction,  fewer  concepts,  more  frequent  re- 
ference to  concrete  objects  and  situations,  and  a  less  discursive  manner. 
It  includes  fewer  generalizations,  relies  less  on  intellectual  process  than 
on  observation,  and  is  more  tied  to  the  world  of  immediate  happenings 
and  sensations . 


CHF 


-55 

Consistent  with  its  patterns  of  speech,  the  lower  class  inclines  to 
withhold  its  admiration  from  "eggheads"  reserving  it  instead  for  the 
practical,  down-to-earth  man  of  action.   What  counts  is  not  abstract  intel- 
lectual pursuits,  but  the  hard  tangible  products  of  action.    Results  are 
important. 

This  pragmatic  orientation  has  a  vital  effect  upon  the  occupational 
values  of  the  lower  classes.   They  have  found,  at  as  early  an  age  as  10 
years,  to  value  occupations  for  more  tangible  rewards  rather  than  for 
intellectual  or  emotional  ones.  That  is,  a  boy  will  aspire  to  a  certain  pro- 
fession because  of  what  it  offers  in  terms  of  money  and  prestige  rather  than 
the  nature  of  the  work  in  itself. 

Summary  and  Implications: 

Our  lower  income  population  is  insecure  and  comparatively  power- 
less in  relation  to  the  rest  of  American  society'  Realizing  their  submerged 
position,  they  have  come  to  feel  apart  form  society  rather  than  part  of  it. 
From  their  own  helplessness,  they  have  generalized  to  the  belief  that  most 
of  life  is  uncontrollable.  They  are  convinced  of  their  own  impotence  so 
that,  while  they  accept  typical  American  values,  they  are  frequently  leth- 
argic in  trying  to  attain  them. 

It  would  be  incautious,  in  view  of  the  sparseness  of  our  knowledge, 
to  say  just  what  program  implications  such  knowledge  has,  or  what  tech- 
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niques  of  improvement  are  most  likely  to  succeed.   But  it  would  be  irres- 
ponsible to  close  this  discussion  without  underlining  the  precautions  it 
suggests . 

1.  The  entire  life  situation  of  the  poor  must  be  considered  if  any 
part  of  it  is  to  be  changed.  Their  attitudes  arise  in  no  vacuum 
but  are  logical  results  of  real  circumstances. 

2.  Lower  class  citizens  must  be  brought  off  the  periphery  into  the 
structure  of  the  community.   Nothing  which  the  community  does  for 
them  can  be  durably  effective  until  they  are  a  functioning  part  of 
the  community. 

3.  Energetic  patience  must  prevail.  The  alienated  adult  cannot  be 
completely  reeducated.  His  children  can  be  somewhat  swayed. 
But  is  is  with  his  grandchildren  that  one  can  reallly  have  hope. 


From:     Addison,   Saul  and  Donald  Zappone.     A  Resource  Guide  for 
Training  Paraprof essionals  in  Recruitment  of  Patients  for  an  Early 
and  Periodic  Screening,  Diagnosis  and  Treatment  Program.  HEW, 
August  1975. 
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ILLUSTRATIONS  OF  CLIENT  CONTACT 


From:     A  Self-Instructional  Module  for  EPSDT,  Office  of  Extra- 
mural Health  Programs,  Harvard  School  of  Public  Health. 
Under  contract  SRS  47-P-05360/1-01 ,  Social  and  Rehabili- 
tation Service,  Region  I,  U.S.  Dept.  of  Health,  Education, 
and  Welfare,  June  1975 
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THE  USUAL  QUESTIONS  ASKED  BY  CLIENTS 

1.  I  have  been  taking  my  children  regularly  to  the  pedia- 
trician for  years  •  Why  should  I  participate? 

2.  What's  in  it  for  me? 

3.  Do  I  have  to  participate? 

4.  Who  does  the  screening  tests? 

5.  How  do  we  get  there? 

6.  Can  we  use  our  regular  doctor? 

7.  What  do  these  screening  tests  mean? 
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HQW  PREVENTIVE  MEDICINE  CAN  HELP  YOUNG  PEOPLE  MOVE  UP 

TO  A  FULL  LIFE 

REMEMBER,   you  have  already   learned   I  hat  - 

EPSDT  is  a  program  of  preventive  health  services 

PURPOSE  of  preventive  medicine: 

TO 

PREVENT    certain  diseases   (or  disabilities)  before  they  occur 
STOP  certain  diseases   (or  disabilities)    from  getting  worse 

CORRECT     certain  disabilities  back  to  normal 
MAXIMIZE  a  normal  child's  potential 


THE  WORKER  AS  CHANGE  AGENT 

Children  from  less  advantaged  families  are  known  to  reach  adult 
life  with  high  numbers  of  preventable  health  problems   (medical,  dental). 
The  worker,  armed  with  the  EPSDT  program,  can  help  children  with  pre- 
ventable health  problems.     Particularly  with  younger  children,  major 
improvements  in  later  health,  educational  opportunities,  or  employment 
possibilities  can  result  from  early  medical     or  dental  intervention 
brought  about  when  the  worker  gets  children  into  the  EPSDT  program. 
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DISEASES  CAN   BE  PREVENTED 


Ms.  A,  a  welfare  client  with  a  two  month  old  baby  girl, 
arrives  at  your  welfare  office  for  a  variety  of  reasons 
(income  eligibility,   redetermination,   social  services). 
Would  you  try  to  market  the  EPSDT  program  to  her?  WHY? 


Ms.   Stillman,   a  welfare  worker 
did!     She  assisted  Ms.  A  in  re- 
ferring her  baby  for  EPSDT  ser- 
vices.    Baby  A  received  immuni- 
zations against  diphtheria, 
whooping  cough,   tetanus,  polio, 
and  measles.     The  next  year 
there  was  a  measles  outbreak  in 
the  community,   but  Baby  A  did 
not  get  it. 


Ms.   Crocker,   a  welfare  worker, 
was  very  busy  that  day.  She 
decided  to  put  off  explaining 
EPSDT  to  Ms.   A.      Ms.    A  was  not 
aware  of  the  value  and  avail- 
ability of  immunizations,  and 
Baby  A  received  none.     The  next 
year  Baby  A  caught  measles  dur- 
ing an  outbreak  in  the  communi- 
ty and  became  severly  ill.  She 
went  on  to  get   "measles  encepha- 
litis," a  serious  complication 
which  attacks  the  brain.     Baby  A 
was  left  permanently  retarded 
and  blinded. 


This  is,   of  course,   an  overly  dramatic  case.     Out  of  every  3000 
kids  with  measles,  only  3  go  on  to  get  "measles  encephalitis." 
Two  of  these  3  will  be  left  with  some  damage  to  the  nervous  system 
resulting  in  blindness  or  retardation.     The  fact  is,   however,  that 
after  a  big  national  campaign  for  measles  immunizations,  people 
forget  that  new  groups  of  un-immunized  kids  become  susceptible  to 
measles.     If  children  are  not  referred  for  immunizations   (a  part  of 
the  EPSDT  program)   more  children  will  get  measles,   and  more  will  go 
on  to  get  "measles  encephalitis." 


YOU  CAN  BE  AN  AGENT  FOR  CHANGE ! 
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Illustration  Two:      DISEASES  CAN  BE  STOPPED 

Ms.   Jackson,   an  outreach  worker,  was  marketing  EPSDT  to  the  Davis 
family.     Ms.   Jackson  was  trying  to  convince  Ms.   Davis  to  schedule  her 
daughter  Julie    (ago  5)    for  an  EPSDT  screening  visit.     Ms.   Davis  said 
Julie  was  feeling  fine.     She  had  had  all  her  immunizaitons  and  Ms. 
Davis  didn't  see  why  it  was  necessary  to  spend  another  day  at  the 
doctor's  office.     Ms.   Jackson  thanked  Ms.   Davis  for  her  time  and  left, 
putting  Ms.   Davis'   name  on  the  list  of  families  to  visit  again  in  the 
future . 

Two  months  later,  Ms.  Marshall,  another  outreach  worker,  visited  the 
Davis  family  because  they  were  listed  on  the  "re-visit"   sheet.  When 
Ms.   Davis  told  Ms.  Marshall  that  Julie  was  feeling  fine  and  there  was 
no  need  to  visit  the  doctor,   Ms.   Marshall  told  her  that  some  diseases 
may  be  active  in  the  body  even  though  there  may  be  no  pain  or  discom- 
fort.    Ms.  Marshall  explained  that  urinary  tract  infections,  for 
example,   are  more  common  in  girls  than  boys.     Also,  many  girls  (even 
young  ones)   with  urinary  tract  infections  feel  no  pain  and  have  no 
symptoms.     Ms.  Marshall  knew  that  the  only  way  to  detect  this  disease 
is  by  an  easy  laboratory  test  on  the  urine.     If  the  disease  is  not 
detected  and  treated,   it  could  cause  permanent  kidney  damage.  With- 
out frightening  Ms.   Davis  she  explained  that  testing  for  this  and 
other  diseases  would  be  done  during  a  periodic  EPSDT  visit.     Ms.  Davis 
decided  to  schedule  Julie  for  a  visit  to  the  doctor. 
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Illustration  Throe:     DISABILITIES  CAN  BE  CORRECTED 


Mr.   Walker  is  a  wo]  fare  worker.     He   is  concerned  about  t  he  cl  ients 
lie  has  contact  with.     One  of   them   is  Ms.    B,   who  has  a   2  year  old 
boy  named  John. 


Because  Mr.  Walker  doesn't  under- 
stand the  purpose  of  EPSDT  or  how 
it  works,   he  is  reluctant  to  sug- 
gest it  lo  Ms.   B.     She,   of  course, 
doesn't  know  about  the  program. 
When  John  started  school  at  age  6, 
four  years  later,   a  squint  was 
noticed   (one  eye  was  "lazy"  and 
turned  in) .     His  lazy  eye  was 
almost  blind  from  disuse  and  it 
was  too  late  to  save  it.  He 
could  see  with  his  good  eye,  but 
because  he  had  only  one  eye  he 
couldn't  see  in  3-dimensions  or 
perceive  depth. 


If  Mr.  Walker  had  realized  the 
value  of  EPSDT,  he  might  have 
marketed  the  EPSDT  program  to 
Ms.   B  and  referred  her  son  for 
screening.     At  the  screening 
visit  John's  squint    ("lazy  eye") 
might  have  been  detected  and  he 
would  have  been  referred  to  an 
eye  specialist.  Corrective 
eyeglasses  would  have  been  pre- 
scribed.    Also,  his  good  eye 
would  have  been  covered  with  a 
patch  to  force  him  to  use  his 
"lazy  eye."     When  he  started 
school,   he  would  have  been  able 
to  see  perfectly  with  his  glas- 
ses and  to  see  in  3-dimensions. 


This  example  used  the  case  of  "lazy  eye."     Other  vision  problems 
such  as  near-sightedness  or  astigmatism  could  also  have  been  used. 
The  significance  of  this  illustration  is  the  ultimate  impact  poor 
vision  can  have  in  later  life    (poor  school  performance,  driver's 
license  vision  requirements,   and  certain  types  of  jobs) .  These 
problems,   if  discovered  early  in  life  and  treated  appropriately, 
can  usually  be  corrected. 
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II lustration  Four:      MAXIMIZING  A  NORMAL  CHILD'S  POTENTIAL 

Ms.   F  has  an  alcoholic  husband  and  four  young  children.     She  frequently 
drinks  herself.     Her  husband  is  only  rarely  at  home  and  she  comes  to 
I  he  welfare  office   for  eligibility  determination. 

Is  EPSDT  only  important  for  children  with  disease 


Ms.   Cantor,   a  welfare  worker 
didn't  think  so.     She  persis- 
ted in  getting  Ms.   F  to  appre- 
ciate the  value  of  enrolling 
her  children  in  the  EPSDT  pro- 
gram.    At  the  first  visit,  18 
month  old  Lisa  is  found  to  have 
marks  on  her  abdomen  which  look 
like  cigarette  burns,   and  brui- 
ses on  her  upper  arms  and  head. 
X-rays  are  ordered  which  show 
healing   fractures  of  two  ribs. 
Lisa  F   is  reported  as  a  case 
of  child  abuse.     A  child  abuse 
team  starts  to  investigate  and 
work  with  the  family  while  Lisa 
is  placed  in  a  temporary  foster 
home.     Ms.   F  finally  gets  a 
court  order  preventing  Mr.  F 
from  coming  to  her  home.  With 
counselling,   and  protection 
from  Mr.   F,   she  feels  less  ner- 
vous and  drinks  less  herself. 
Lisa  F  returns  home  after  a 
few  months,   and  shows  no  ob- 
vious subsequent  ill  effects. 


Ms.  Lewis,   a  welfare  worker 
thought  EPSDT  was  only  for  im- 
munization and  determination 
of  illness.     Baby  Lisa  F  was 
never  referred  for  EPSDT  ser- 
vices.    She  is  seldom  seen  out- 
side the  family  and  no  one  no- 
tices or  reports  anything  sus- 
picious.    One  night,   Mr.   F  vi- 
sits home,   very  drunk  as  usual, 
angry  and  violent.     Lisa  whines 
and  he  shakes  her  hard,  throw- 
ing her  back  against  a  wall.  Ms. 
F  is  too  afraid  of  Mr.   F  to  do 
anything  except  to  put  Lisa  to 
bed.     The  next  morning  Lisa  is 
found  dead  in  bed.     The  medical 
examiner's  autopsy  report  shows 
that  she  died  of  an  injury  to 
the  brain.     Ms.   F  reports  find- 
ing her  on  the  floor  having  fal- 
len from  her  crib.     The  police 
accept  this  account.     The  next 
year  Lisa's  baby  brother  is  ad- 
mitted to  the  hospital  with  a 
skull  fracture.     He  survives, 
but  with  permanent  brain  damage. 


This  illustration,   of  course,   assumes  that  the  screening  provider 
discovered  the  cigarette  burns  during  a  physical  examination.  It 
also  assumes  that  the  foster  home  where  Lisa  stayed  provided  a  warm 
and  loving  environment.     The  point  of  this  illustration,  however, 
is  not  that  child  abuse  will  always  be  detected  during  a  screening 
examination.     The  point  is  that  EPSDT  screening  provides  an  oppor- 
tunity to  detect  child  abuse  and  take  corrective  action. 


CHF 


II 


I 

I 


i 


VIII 

CHECKLIST  FOR  EPSDT 


CHECKLIST  FOR  EPSDT 


Early  Periodic  Screening,  Diagnosis  and  Treatment  program 

-  voluntary  preventive  health  program 

-  identifies  poor  health  conditions  that  concerned  parents 
may  not  be  aware  of  —  such  as  lead  poisoning,  vision 
and  hearing  problems. 

Many  children  have  disabling  conditions  that  could  have 
been  prevented  or  minimized: 

-  if  they  are  identified  early  in  life 

-  if  they  are  identified  in  the  early  stages  of  disease. 

Children  from  birth  to  21  years  of  age  who  are  eligible 
for  Medicaid  are  eligible  for  EPSDT. 

EPSDT  services  are  available  at: 

-  give  client  list  of  screening  sites 

-  supply  telephone  numbers 

-  explain  where  client  can  go  for  diagnosis  and  treatment. 

Screening  should  be  repeated  at  specific  times  throughout 
the  child's  life: 

-  identify  conditions  that  could  interfere  with  normal 
growth  and  development 

-  needed  immunization  boosters 

-  first  screen  as  soon  as  possible 

(Refer  to  periodicity  schedule) 

Explain  what  the  client  should  do  to  get  EPSDT  services. 
Tell  the  client: 

-  who  to  contact  to  make  an  appointment 

-  what  transportation  is  available 

-  telephone  number  

-  time  necessary  to  schedule  transportation 

-  what  day  care  services  are  available 

-  telephone  number  

-  time  necessary  to  schedule  appointment 

-  who  should  the  client  contact  to  reschedule  appointments 
or  transportation  service 

-  what  happens  during  screening?     How  long  will  it  take? 
Who  does  screening?     What  information  are  parents  given 
about  screening  results?     When  will  the  next  screening 
take  place? 
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